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Glossary of Terms  
 

1. Adolescence 

Adolescence is understood as the period between childhood and adulthood (Arain et al, 

2013). Commonly used definitions include:  

 World Health Organization (WHO): Adolescence is defined as the years between 

the ages of 10 – 19 4. WHO divides adolescence into younger (10 – 14 years) 

and older (15 - 19 years). Statistics South Africa aligns with this definition.     

 The World drug report 2018 (WDR): Divides adolescence into early (12-14 years) 

and late (15 – 17 years) 

 This study used the ages of 13 to 18 as the age of adolescents to accommodate 

for the admission criteria of the unit that the research was conducted in.     

  

2. Youth  

The United Nations describes the term youth for people between the ages of 15 to 24 

(United Nations 2013). In South Africa, however, youth is defined as all those between 

the ages of 15 to 35 years.6 

3. Puberty  

Puberty is a developmental period whereby the process of sexual maturation occurs 

(Dahl 2004). This results in physical and biological changes which includes increased 

growth, changes in fat and muscle composition, breast, genital and secondary sex 

characteristic development.36 

4. Mental health 

“Mental health is defined as a state of well-being in which every individual realizes his or 

her own potential, can cope with the normal stresses of life, can work productively and 

fruitfully, and is able to make a contribution to her or his community” .1  

 



5. Mental disorder 

“A mental disorder is a syndrome characterized by clinically significant disturbance in an 

individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the 

psychological, biological, or developmental processes underlying mental functioning.”49 

  

6. Drug (psychoactive) 

“Psychoactive drugs are substances that, when taken in or administered into one's 

system, affect mental processes, e.g. perception, consciousness, cognition or mood 

and emotions. Psychoactive drugs belong to a broader category of psychoactive 

substances that include also alcohol and nicotine.”55 

 

7. Substance or drug use  

The use of controlled psychoactive substances for non-medical and non-scientific 

purposes, unless otherwise specified.1 For the purposes of this study, cannabis use can 

be defined as current use, recent use or lifetime use.     

 

8. Substance or drug use disorder  

“A cluster of cognitive, behavioral, and physiological symptoms indicating that the 

individual continues using the substance despite significant substance-related 

problems. The diagnosis of a substance use disorder is based on a pathological pattern 

of behaviors related to use of the substance.”49  

 

 

 

 

 



Abstract  

 

Prepared for submission to the South African Journal of Psychiatry (SAJP)  

Background:  

Cannabis is the most widely used substance worldwide and its use is much higher 

amongst adolescents. However, adolescents are at higher risk of negative sequelae 

secondary to this use, including poorer developmental outcomes and the possible 

development of mental disorders. On 31 March 2017, the South African High Court 

ruled that cannabis use by an adult in a private dwelling should be decriminalized.  

Aim 

The aim of this study is to determine the clinical profile of adolescents who use 

cannabis, that present to a tertiary hospital in Cape Town, South Africa, before and after 

the high court ruling in 2017. 

Setting 

The study was conducted reviewing folders of adolescents admitted at Groote Schuur 

Hospital (GSH) in the Emergency Psychiatric Unit, Ward C23 in Cape Town, South 

Africa. 

Methods 

This study was a retrospective folder review of adolescents admitted from April 2015 to 

March 2019.   

Results  

The study included 266 participants and the total number of adolescents using cannabis 

admitted during the study period was 116. Cannabis use was the most commonly used 

substance in the study, with increased use seen post-ruling (n = 75; 65%). The most 

common frequency of cannabis use reported was daily use (n = 43; 57%). When 

comparing psychiatric diagnoses between cannabis users and non-cannabis users, a 

significantly higher proportion of patients who used cannabis pre-ruling had psychotic 

disorder (p < 0.001) and substance use disorder (p = 0.01). Post–ruling, the significance 



was p < 0.001 for psychotic and substance use disorders. The most common DSM-5 

diagnoses in cannabis users pre-ruling were psychotic disorders (n = 27; 65.9%); post-

ruling, it was psychotic disorders (n = 36; 48%) and trauma and stressor-related 

disorders (n = 31; 41.3%).  

Conclusion  

The study showed an increasing prevalence of cannabis use in adolescents admitted 

with mental illness after the high court ruling in 2017. This study also demonstrates that 

adolescents remain a vulnerable population to the effects of cannabis. This highlights 

the need for more focused adolescent interventions and services.  

 

Keywords 

Cannabis; adolescents; mental illness; high court ruling; pre-ruling; post-ruling   

 

 

 

 

 

 

 

 

 

 

 

 

 



Publication ready manuscript  

Introduction  
 

Cannabis is the most widely used drug in the world and the overall estimated number of 

users has increase in comparison to previous years.1 In 2021 cannabis users comprised 

an estimated 219 million of the global population.56 Surveys completed in the general 

population indicates that drug use is much higher amongst adolescents and youth.3 The 

cannabis use perception index shows that countries in Africa fall into the top two 

regions, with the greatest increase in cannabis use.1 Cannabis has become more 

socially accepted, thought to be harmless and with its changing legal status it allows for 

more widespread exposure.10,12 Cannabis has become more potent over the past few 

decades with an increasing THC percentage.58 Despite this trend, over the same time 

period, there has been a significant decline in the percentage of adolescents who 

consider regular cannabis use to be harmful.58 Not everyone who uses cannabis will 

experience long-term adverse outcomes, however, the risks of cannabis use are highest 

in certain groups including people with pre-existing mental disorders and adolescents.12  

Significant neurodevelopmental changes occur during adolescence which itself is 

associated with an increase in risk-taking, reckless behaviour and sensation-seeking 

making adolescents particularly vulnerable to brain insults.19 Factors which increase the 

risk of developing a substance use disorder (SUD) includes socioeconomic inequalities, 

poverty, limited education and marginalization which are factors that many adolescents 

in South Africa are exposed to.3  In South Africa, cannabis is the most commonly used 

drug with initiation reported as early as 11 years old.10 Ongoing cannabis use during 

adolescence can result in long-term changes in brain function that can adversely impact 

educational, professional, and social achievements.12  

According to the World Health Organization, mental health conditions make up 16% of 

the global burden of disease and injury in adolescents.4 Epidemiological studies which 

were done in low-middle and high-income countries (LMICs - HICs) showed that nearly 

1 in 5 children to adolescents suffer from a mental health disorder.17 In South Africa, 

factors which increase vulnerability to mental health disorders include exposure to 



violence, HIV infection and substance use.17 The risk of mental illness is further 

increased in environments with poor social support and particularly in LMICs countries 

with socio-economic inequalities, like South Africa.50 Social support includes family 

support and community connection which is significantly associated with mental health 

problems in these adolescents from vulnerable environments.16 Poor mental health has 

a strong association with other health and development concerns in youth which 

includes substance abuse, violence and lower educational achievements.40  

The prevalence of cannabis use in adolescents with mental illness is high globally and 

in South Africa.7 An early age of initiation of cannabis together with frequent/heavy use 

is a risk for psychopathology later on.38,39 The exposure to cannabis during adolescence 

increases the risk for the development of psychosis in later life and this risk is dose 

related.14,51 Adolescent dual-diagnosis (psychiatric disorder with co-morbid SUD) has 

multiple negative implications on social functioning, physical injury, sexual risk 

behaviour and the use of other illicit substances.45-47 A SUD negatively influences the 

course of mental illness and is often an indicator of poor treatment outcome.41,48 A local 

study in Durban in 2017, which looked at substance use in adolescents with mental 

illness, found that more than a third of the adolescents used substances.48 This 

highlighted the need for urgent intervention in this vulnerable population.48   

On 31 March 2017, the High Court of South Africa ruled that cannabis use by an adult in 

a private dwelling where possession, purchase and cultivation are for personal 

consumption should be decriminalized as it was inconsistent with the Constitution of 

South Africa.11 This ruling did not include adolescents in its judgement. 

Changes in cannabis legislation can influence individual and population level initiation, 

frequency and quantity of use and lead to the progression of cannabis use disorder and 

its sequelae in vulnerable groups, which includes adolescents. It is, therefore, important 

that legislative changes include policies which offer specific protection targeting 

adolescents.13 Legislation in other countries has focused on protecting vulnerable 

individuals, including adolescents, such as Canada. One of the aims of the Cannabis 

Act is to keep cannabis out of the hands of the youth. The Act has several measures 

that help prevent youth from accessing cannabis.53 This is important because targeted 



interventions could minimize the harms associated with cannabis in this vulnerable age 

group. What is needed is more programs on substance use prevention focused on 

adolescents to increase awareness of the potential harms associated with cannabis 

use. In addition, screening of adolescents for SUD and once identified, to provide early 

interventions to improve outcomes.7  

 

This study reviewed cannabis use and the clinical profile of hospitalized adolescents 

before and after the legislative changes in South Africa. The clinical setting was chosen 

for the study to identify those adolescents with a mental illness and cannabis use. This 

clinical data is important in understanding the needs of adolescents receiving care in the 

Groote Schuur Hospital psychiatry service, identifying those adolescents with a dual 

diagnosis and allowing for targeted substance intervention strategies for adolescents 

accessing this service.         

Hypothesis 
 

It is hypothesized that, subsequent to the high court ruling in 2017, there would be an 

increase cannabis use post-ruling with an increase in substance related diagnoses.    

Aim 
 

The aim of this study is to determine the clinical profile of adolescents who use 

cannabis, that present to a tertiary hospital in Cape Town, South Africa, before and after 

the high court ruling in 2017. 

Research methods and design   
 

Study design 
 

A retrospective descriptive cross-sectional folder review was used in this investigation.   

  



Study Setting 
 

The study was conducted reviewing the folders of adolescents admitted at Groote 

Schuur Hospital (GSH) in the Emergency Psychiatric Unit, Ward C23 in Cape Town, 

South Africa. The Ward provides a specialized service for patients who require urgent 

psychiatric evaluation and management. The in-patient unit can accommodate up to 16 

patients at a time which includes adolescent, adult and geriatric patients.  

These patients are admitted under the Mental Health Care Act for a 72-hour observation 

period. Patients who require further care after 72 hours are referred to the relevant 

allied psychiatric hospitals.     

Study participants 

 

The folders of all adolescents admitted from April 2015 to March 2019 was included in 

the study. These adolescents were admitted into a tertiary ward with a wide variety of 

Mental disorders with or without co-occurring substance use. The ages of adolescents 

included in the study was 13 to 18 years to accommodate for the admission criteria of 

the unit. All adult and geriatric patients admitted into the tertiary ward during April 2015 

to March 2019 were excluded from the study. 

Data collection  

 

The following information was extracted from the folders and entered into a database: 

1. Socio-demographic details including age, sex, and education  

2. Substance history including cannabis, methamphetamines, alcohol and other 

3. Psychiatric presentations including admission/s, discharge and referral 

4. Psychiatric diagnosis on discharge/ transfer 

5. Co-morbid medical conditions 

6. Stressors and social issues 

7. Family history of substance abuse or psychiatric history  

 



 

Data Analysis  

 

The statistical package SPSS Version 27 was used to analyze the data. In order to 

describe the socio-demographic and clinical characteristics of adolescents using 

cannabis presenting to the unit, descriptive statistics were generated in the form of 

proportions (for categorical variables) and of means and standard deviations (for 

continuous variables). Comparative statistics was used in the form of Chi square tests 

or Fishers Exact tests where appropriate compared outcome variables pre- and post-

ruling. Psychiatric diagnoses and stressors were associated with cannabis use using chi 

square tests. Since all data is categorical, normality does not apply.     

Ethical Considerations 

 

Ethical approval for this study was obtained from the Human Research Ethics 

Committee (HREC 398/2021) at the University Of Cape Town Faculty Of Health 

Sciences. Permission was granted from Groote Schuur Hospital to conduct this study.  

Patients were not interviewed by the researcher and data collection was completed via 

folder review. Confidentiality was ensured by removing non-essential identifying 

information (names, initials, and hospital numbers) and the data was collected and 

stored using assigned research numbers. Data was saved on a password-protected 

excel workbook on a password-protected device. 

Results  

 

The study period was divided into the pre-ruling period from April 2015 to March 2017 -

which was before the Western Cape High Court ruling that cannabis use for personal 

consumption should be decriminalized;11 and the post-ruling from April 2017 to March 

2019.  



The total number of adolescents admitted during the study period was 266. Of these, 

40,5% (n = 108) of participants were admitted during the pre-ruling period and 59,4% (n 

= 158) were admitted during the post-ruling period. There was a significant increase in 

the number of females admitted post-ruling. The majority of the admissions were first 

time admissions (n = 199; 74,8% overall) with 86,1% pre-ruling and 67,1% post-ruling.  

The demographic characteristics of the sample are reported in table 1. The majority of 

admissions were between the age range 15–16-years pre- (n = 49; 45,3%) and post- (n 

= 67; 42,2%) ruling. Most adolescents (n = 182; 68%) were still attending school with 

59.2% of participants in school pre-ruling and 74.7% post-ruling A small number of 

adolescents, 3% (n = 7), had completed school.  

 

Table 1. Demographic characteristics 

 Pre-ruling 

N=108(40.5%)  

Post ruling 

N=158(59.4%) 

Sex, n (%)   

Male M= 73(67,6) M= 67(42,4) 

Female F= 35 (32,4) F= 91(57,6) 

Age, years (mean (SD))    

13-14 14(13) 31(19,6) 

15-16 49 (45,3) 67 (42,4) 

17-18 45 (41,7) 60 (40) 

Highest level of education   

Still in school 64 (59,2) 118(74,7) 

Dropped out 28(26) 35(22,1) 

Completed 2(1,8) 5(3,2) 

Data unavailable 14(13) 0 

Number of admissions   

First presentation 93(86,1) 106(67,1) 

2 or more 15(13,9) 52(32,9) 

 



Where family history data was available, the majority of patients (n = 126; 65%) had no 

history of psychiatric or substance use diagnoses; conversely, 17% (n = 32) had a 

family history of substance use problems. Fourteen percent of the sample (n = 27) had 

a family history of psychiatric diagnosis while 5% (n = 9) had a family history of both. 

For 28,1% (n = 72) of patients no data for family history was available.  

 

Where medical history was available, (n = 259) the majority (n = 216; 83%) had no 

comorbid conditions and a minority of patients (n = 19; 7%) had a history of 

epilepsy/head injury. For 2,6% (n = 7) of patients no data for medical history was 

available.  

 

Table 2 presents the substance use of the participants’ pre and post ruling. The total 

number of patients using cannabis who were admitted during the study period was 116; 

of which 35% (n = 41) used pre-ruling while 65% (n = 75) used post-ruling. Where data 

was available for age of onset of cannabis use (n = 76) the majority were between 13-

18 years of age (n = 54; 71%), with 57% pre-ruling (n = 16) and 79% (n = 38) post-

ruling. Overall, just under one third were below the age of 12 (n = 22; 28,9%). When 

looking at school-going adolescents with concurrent cannabis use, 51.22% (n = 21) of 

participants were in school pre-ruling and 68% (n = 51) post-ruling. 

 

Table 2. Substance Use 
 

 Pre-ruling  

N = 90, (%) 

Post-ruling   

N = 152, (%) 

Substance use 52 (57.8) 91 (59.9) 

Cannabis  41 (45.6) 75 (49.3) 

Methamphetamine  20 (22.2) 17 (11.2) 

Alcohol  18 (20) 45 (29.6) 

Methaqualone 5 (5.6) 5 (3.3) 

Nicotine 15 (16.7) 37 (24.3) 

Other 1 (1.1) 5 (3.3) 



 
 
Data was only available for frequency of cannabis use in 75 patients (see Figure 1). 

Overall, the majority used cannabis daily (n = 43; 57%) with forty eight percent (n = 12) 

pre-ruling and sixty two percent (n = 31) post-ruling. A minority of patients had 

documented urine toxicology results in their folders.   

Cannabis use  Pre-ruling  

N=41, (%) 

Post-ruling 

N =75, (%)  

Age of onset, years   

12 and below 12(29,3) 10(13,3) 

13-18 16(39) 38(50,7) 

Data unavailable 13(31,7) 27(36) 

Frequency   

Daily 12(29,3) 31(41,3) 

2-3 x per week 5(12,2) 5 (6,7%) 

Weekends 5(12,2) 9(12) 

Monthly 1(2,4) 4(5,4) 

Once off 2(4,9) 1(1,3) 

Data unavailable 16(39) 25(33,3) 

Sex   

Male 35(85,4) 46(61,3) 

Female 6(14,6) 29(38,7) 



 
 
DSM 5 psychiatric diagnoses and stressors  

 

The most frequent psychiatric diagnosis was trauma and stressor-related disorders (n= 

130; 48,9%) followed by major depressive disorders (n=105; 39,5%) and psychotic 

disorders (n=88; 33,1%). Bipolar disorder was diagnosed in 6% (n=16) and anxiety 

disorders in 3% (n=7) of patients. 

 

Fifty percent (n=113) of the sample had experienced family conflict and 27% (n=61) 

experienced trauma. Twenty two percent of the sample (n=50) reported no stressors. 

Other stressors included bullying, sexual identity, conflict with friends and academic 

stress.    

 

 

57%

13%

19%

7% 4%

Figure 1: Frequency of Cannabis Use Overall 

Daily

2-3 times per week

Weekends

Monthly

Once off



Statistical Analyses 

 

Pre-ruling  

 

When comparing psychiatric diagnoses between those who used cannabis and those 

who did not, a significantly higher proportion of patients who used cannabis had 

psychotic disorder (p < 0.001) and substance use disorder (p = 0.01). There were no 

other significant differences (see Table 3). Psychotic disorders (n = 27; 65.9%) were the 

most frequent psychiatric diagnosis in cannabis users, whereas, in non-cannabis users, 

depressive disorders (n = 20; 40.8%) and trauma and stressor-related disorders (n = 21; 

42.9%) were the most common diagnoses.  

 

There were no significant differences between those who used cannabis and those who 

did not use it in terms of stressors experienced (see Table 3). In both cannabis users 

and non-users, the most frequent stressor experienced was family conflict (51.3% and 

48.7%), and the least common stressor experienced was bereavement (11.8% and 7.5). 

 

Post-ruling 

  

When comparing psychiatric diagnoses between those who used cannabis and those 

who did not, a significantly higher proportion of patients who used cannabis had 

psychotic disorder and substance use disorder (p < 0.001). A significantly higher 

proportion of patients who did not use cannabis had depressive disorder (p = 0.013). 

Psychotic disorders (n = 36; 48%) and trauma and stressor-related disorders (n = 31; 

41.3%) were the most frequent psychiatric diagnoses in cannabis users, whereas, in 

non-cannabis users, depressive disorders (n = 40; 51.9%) and trauma and stressor-

related disorders (n = 29; 37.7%) were the most common diagnoses.  

 

A significantly higher proportion of patients who used cannabis post-ruling reported 

experiencing trauma (p = 0.013) and family conflict (p = < 0.001). A significantly higher 

proportion of patients who did not use cannabis reported experiencing any stressors (p 



= 0.005). In both cannabis users and non-users, the most frequent stressor experienced 

was family conflict (69.9% and 30.3%), and the least common stressor experienced was 

bereavement (17.8% and 11.8%) (see Table 3). 

 

Table 3. Psychiatric diagnoses and stressors in cannabis and non-cannabis 
users: pre- and post-ruling admissions  

 

 Pre-ruling 
Cannabis use 

Test  
Statistics 

Post-ruling 
Cannabis use 

Test 
Statistics 

 Yes  No  Yes No  

 n = 41, 
(%) 

n = 49, 
(%) 

p n = 75, 
(%) 

n = 77, 
(%) 

p 

Psychiatric 
diagnosis  

      

Psychotic 
disorders 

27 (65.9) 13 (26.5) < 0.001** 36 (48) 9 (11.7) < 0.001** 

Bipolar 
disorders 

0 3 (6.1) 0.248 6 (8) 7 (9.1) 0.810 

Depressive 
disorders 

9 (22) 20 (40.8) 0.056 24 (32) 40 
(51.9) 

0.013* 

Anxiety 
disorders 

0 2 (4.1) 0.498 1 (1.3) 2 (2.6) 1.00 

Trauma and 
stressor-
related 
disorders 

13 (31.7) 21 (42.9) 0.277 31 
(41.3) 

29 
(37.7) 

0.643 

Substance 
abuse 
disorders 

8 (19.5) 1 (2) 0.010* 25 
(33.3) 

0 < 0.001** 

Other 1 (2.4) 3 (6.1) 0.623 6 (8) 9 (11.7) 0.446 

 Pre-ruling 
Cannabis use 

 Post-ruling 
Cannabis use 

 

 Yes No  Yes No  

 n = 34, 
(%) 

n = 40, 
(%) 

p n = 73, 
(%) 

n = 76, 
(%)  

p 

Stressors        

Trauma 6 (17.6) 10 (25) 0.444 29 
(39.7) 

16 
(21.1) 

0.013* 

Family 
Conflict 

20 (51.3) 19 (48.7) 0.331 51 
(69.9) 

23 
(30.3) 

< 0.001** 

Bereavement 4 (11.8) 3 (7.5) 0.696 13 
(17.8) 

9 (11.8) 0.305 



Single Parent 11 (32.4) 9 (22.5) 0.342 16 
(21.9) 

19 (25) 0.657 

Other 7 (20.6) 5 (12.5) 0.347 18 
(24.7) 

12 
(15.8) 

0.177 

None 8 (23.5) 9 (22.5) 0.916 9 (12.3) 24 
(31.6) 

0.005* 

Note. aFisher’s exact test performed. *p < 0.05. **p < 0.001. 
 
In summary, the majority of admissions were index presentations between the age 

range 15-16 years pre- (n = 49; 45,3%) and post- (n = 67; 42,2%) ruling. An increase in 

the number of admissions seen post-ruling (n = 158; 59,4%). In addition, the number of 

female admissions into the unit increased (n = 91; 57,6%) compared to pre-ruling, 

where the majority was male (n = 73; 67,6%). Where family history data was available, 

most patients had no history of psychiatric or substance use diagnoses (n = 126; 65%). 

Cannabis use was the most commonly used substance in the study, with increased use 

seen post-ruling (n=75; 49.3%). The most common frequency of cannabis use reported 

was daily use (n = 43; 57%). The most common DSM-5 diagnoses in cannabis users 

pre-ruling were psychotic disorders (n = 27; 65.9%)and post-ruling psychotic disorders 

(n = 36; 48%) and trauma and stressor-related disorders (n = 31; 41.3%).       

 

Discussion 

 

This study was completed in a single tertiary-level hospital in the Western Cape and 

included 266 participants. This study reports a high proportion of school-going 

adolescents, with 59.2% of participants in school pre-ruling and 74.7% post-ruling. Of 

those school-going adolescents with concurrent cannabis use, 51.22% of participants 

were in school pre-ruling and 68% post-ruling. This differed from findings in a non-

clinical study of Western Cape schools in 2011 which showed 23,6% of adolescents 

reporting cannabis use.20      

Most of the admissions were index presentations and there was an increase in the 

number of adolescents admitted into the unit post-ruling. The possible reasons for 

ongoing increases in admission rates may include societal and policy changes in a 

growing population.28 The society surrounding adolescents has changed from previous 



years in a way that places more demands on them, making coping with those demands  

harder than before, eventually leading to seeking psychiatric treatment or being 

referred.34,35 In the South African context, societal stressors such as high rates of crime, 

violence, poverty and substance abuse are factors resulting in psychiatric morbidity in 

children and adolescents.33 It is thought that a redefining of normal adolescent 

development has taken place, which was viewed as just behavioural problems to now 

being recognized as psychiatric disorders. Another reason for an increased need for 

psychiatric inpatient care may be inadequately resourced outpatient and preventive 

services in adolescents.28 

 

The most commonly reported substances used in the study pre-ruling were cannabis, 

methamphetamines and alcohol, however, post-ruling it was cannabis, alcohol and 

nicotine. This data differs from a 2011 non-clinical study in Western Cape schools which 

showed that cannabis was the third most reported substance after tobacco and 

alcohol.20 Factors which can account for this difference in findings is that their sample 

was in a non-clinical setting. The population in our sample represent adolescents with 

psychiatric symptoms that required admission and thus the pattern of substance use 

may be different in this population. This is in keeping with a review of illicit drug use in 

South Africa, where the estimated cannabis use percentage in otherwise healthy 

adolescents was much lower than the rates of cannabis use found in the mentally ill 

population.7,27 More recent data from The South African Community Epidemiology 

Network on Drug Use (SACENDU) update of 2022 which looks at treatment data, 

showed that across the majority of sites in South Africa, most people under the age of 

20 years reported that cannabis was their primary drug used.9 Another contributor could 

be increased cannabis use over time in the adolescent population. This was seen in a 

Canadian study looking at trends in youth cannabis use across cannabis legalisation.32 

In a cross-sectional analysis, it showed that cannabis ever-use was significantly higher 

in the year after legalisation compared to the year in which it took place which indicates 

an increase over time.32    The change in substance use trends that was seen in pre- vs 

post-ruling is also in keeping with international trends where exception for nicotine and 

alcohol, cannabis is the most commonly used drug in young people.1 The reasons for 



this include the perceived ease of availability together with the perceptions of low risk of 

harm in comparison to other substances.1         

In our study, both pre- and post-ruling, cannabis was the most reported substance used. 

This could be attributed to the fact that poor mental health is associated with substance 

use and substance use in adolescence serving as a risk factor for mental illness.  In 

addition, the prevalence of cannabis use in adolescents with mental illness is high 

globally and in South Africa.7 In a local study in Durban, the lifetime use of cannabis 

reported in adolescents admitted to a psychiatric unit was 68,1%.29 Our study also 

shows a 3,7% increase in adolescents who smoked cannabis when comparing data 

pre- and post-ruling, which indicates an increased prevalence of cannabis use. This is in 

keeping with the World Drug Report of 2023, which states that the overall estimated 

number of annual cannabis users has increased by 21% over the past decade.56 The 

increase can be explained by the attitudes about cannabis use continuing to move 

toward greater acceptance.31 In our study, urine toxicology results were not reported on, 

due to a minority being documented. Drug testing in adolescents is important, as they 

may not be forthcoming and it may be useful when the history is negative in the context 

of clinical signs and symptoms suggesting substance use.54  

In a small South African qualitative study looking at the socio-ecological influences of 

adolescent cannabis use initiation, the three main areas of influence identified were 

personal characteristics, micro and macro level influences. 26 These included curiosity, 

negative school climate, peer pressure, parental or sibling cannabis use, poverty, 

presence of cannabis in communities, child labour and breakdown in communal 

restrictions against cannabis use.26   

There was a gender difference in our study pre- and post-ruling, with 67.6% of 

participants being male pre-ruling and 57.7% being female post-ruling. In addition, the 

proportion of females using cannabis increased post-ruling. A possible reason for these 

differences seen post-ruling is that the gender divide of cannabis use is reducing in 

some regions according to the World Drug Report of 2023.56 Despite this difference, 

both pre- and post-ruling, the majority of the adolescents who used cannabis were 

male. In all 3 South African Youth Risk Behaviour Surveys’, cannabis use was higher in 



males than females.21-23 Of note, in the small qualitative study referred to in the previous 

paragraph, all the participants included were male between the ages of 14-19 years.26 A 

possible reason why more males are found to use cannabis may be adherence to 

dominant male norms or male typicality. This, was found to be associated with higher 

rates of substance use and dependence, however, how gender is expressed through 

cannabis use is complex and ever-evolving.52 This gender difference was also found in 

the 2011 study in Western Cape schools and that of those learners who smoked 

cannabis, 14% reported initiation before to age 13. In our study, the age of onset 

differed and was 28,9% for ages 12 and below, however, this data was not available for 

all study participants.              

Regarding DSM–5 diagnoses, findings showed pre- and post-ruling that major 

depressive disorders and trauma and stressor-related disorders were the most common 

diagnoses in non-cannabis users. This is in keeping with the World Health Organization, 

where depression was found to be the most common cause of illness and disability in 

adolescents, with self-harm part of the top 10 causes.5 Depression and post-traumatic 

stress were found to be common in adolescents from poorer socio-economic 

conditions.16 The risk of mental illness is increased in environments with poor social 

support and particularly in LMICs countries with socio-economic inequalities, like South 

Africa. In the South African context, factors which further increase vulnerability to mental 

health disorders include exposure to violence, HIV, infection and substance use.16, 17  

Trauma was experienced as a stressor in cannabis users both pre- and post-ruling. 

However, there was a significantly higher proportion of patients who used cannabis 

post-ruling that reported experiencing trauma which included physical, verbal, sexual 

and neglect. This is in keeping with an association that was found between childhood 

abuse and an increased alcohol/drug problem and drug use coping motives in a Cape 

Town study of school-going adolescents.18 The types of childhood abuse included 

emotional, physical and sexual abuse.18 The most common stressor found in our study 

participants pre- and post-ruling was family conflict in both cannabis and non-cannabis 

users. The most significant finding was family conflict in those adolescents who used 

cannabis post-ruling. In addition to a higher proportion of patients experiencing trauma 



as a stressor post-ruling, there was also a difference seen in our study in psychiatric 

diagnoses. Psychotic disorders were found to be the most common diagnosis pre-

ruling, however, post-ruling psychosis and trauma and stressor-related disorders were 

most common. A possible explanation for this could be that in the study, the number of 

participants that used cannabis post-ruling was increased which resulted in the 

difference in findings. In an American study, higher rates of childhood trauma, lifetime 

trauma, and major life events were found in cannabis users when compared to non-

users.57 A possible explanation for why trauma-exposed individuals have high rates of 

cannabis use may be dysregulation of the endocannabinoid system.57 Another possible 

explanation is that the proportion of females using cannabis increased post-ruling.  

According to the World drug report of 2018, women who experienced childhood 

adversity such as physical neglect, abuse or sexual abuse may use drugs to self-

medicate. In addition, women with substance use disorders are reported to have high 

rates of post-traumatic stress disorder.1    

There is increasing evidence that shows an association between adolescents who use 

cannabis regularly and having more severe and negative outcomes compared to those 

that use it during adulthood.8,12 In our study, both pre- and post-ruling, a significantly 

higher proportion of patients who used cannabis had psychotic disorder and substance 

use disorder. Studies of psychosis have shown that certain individuals are more 

vulnerable to the effect of cannabis than others.25 These include early age of initiation of 

cannabis, increased frequency of use and increased potency of cannabis used.7 Where 

data was available for the frequency of cannabis use in our study, daily use was 

reported in more than half of the participants. Daily use of cannabis, especially high 

potency, drives the earlier age of onset of psychosis in cannabis users.24 

Limitations 

 

There were several limitations to this study.  

1) This was a retrospective folder review which is reliant on clinical notes which may 

be influenced by the interviewer’s experience and training.   



2) Not all patients had a urine toxicology test documented. These were requested in 

most adolescents admitted, but tests were not always available due to budget 

constraints. This is an important factor as in the majority of cases we were 

unable to confirm the substance history with a test. The timing of testing is also 

important as if these tests are not done on the day of admission it may result in a 

false negative when conducted later. This can influence the reliability and validity 

of the study. 

3) This study was conducted in a single hospital in the Western Cape with a 

relatively small cohort of patients; therefore, generalizability to the greater 

adolescent population may be limited.   

Recommendations   

 

Adolescents represent a vulnerable population requiring complex interventions. This 

study showed an increase in adolescent admissions together with an increase in 

adolescents that used cannabis after the 2017 Western Cape High court ruling.  

The authors suggest the following recommendations that could help improve the 

management of adolescents with comorbid mental illnesses and substance use 

presenting for hospital care. These recommendations have been divided into unit 

specific, in relation to where the study was conducted, and general recommendations.  

The unit specific recommendations include, firstly, the need for an adolescent admission 

booklet due to the increasing number of adolescent admissions and the specific clinical 

data, of note a detailed substance history, which is relevant to this vulnerable population 

to provide comprehensive care. Secondly, urine toxicology testing on admission is 

essential, to confirm the substance history with a test, as this may influence diagnoses 

and further management. Early detection and intervention of substance use in 

adolescents can reduce harm and improve outcomes. Thirdly, due to the increasing 

number of adolescents admitted into the unit, having adolescent groups focused on 

substance use prevention to increase awareness of the potential harms and promote 

mental health. This, however, is limited by the available resources and the unit providing 



acute care for other populations including geriatrics patients. The recommendations 

above will assist in more accurately identifying the substance use problem faced by 

adolescents and thus will allow for the appropriate linkage to care on discharge or 

transfer. These recommendations may be applicable to other settings in the province 

and nationally.  

The general recommendations include the need for dual diagnosis programs for 

adolescent patients with mental health and substance use disorders. This would assist 

in improving the prognosis and reduce the rates of re-hospitalisation. In resource-

constrained settings, like South Africa, this service would be difficult to establish and 

requires strategic planning and budget allocation from the Department of Health. With 

cannabis use increasing among youth, strategies and interventions for reducing and 

preventing cannabis use is important in this group to reduce the health risks and 

disease burden. This would include health promotion and education programmes 

targeted at all adolescents.  

Conclusion 

This study examined the clinical profile of adolescents admitted to a tertiary psychiatric 

unit in Western Cape before and after the 2017 high court ruling to better understand 

the prevalence of use of cannabis, sequela of use, factors influencing use and 

protective factors. This study demonstrates that adolescents remain a vulnerable 

population to the effects of cannabis with the increasing prevalence of cannabis use in 

adolescents admitted with mental illness. This study was limited by being in a single 

hospital, however, it highlighted the need for ongoing research in adolescents regarding 

their mental health burden and substance use, especially cannabis within the South 

African context in the light of the changing legislation. Additionally, this emphasizes the 

need for more focused adolescent interventions and services and the need for 

legislation aimed at protecting vulnerable individuals like adolescents.  
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Appendix II: Data collection sheet  
 

Study number   

Sex  Male  Female  

Age   

 

 

Substances Yes/no Age of 
debut 

Past/current  Frequency  
Daily/weekly/monthly  

Urine 
toxicology 

Cannabis      

Methamphetamines      

Alcohol      

Other - Nicotine/Opiates      

 

 

Education Yes  No  

In school   

HLOE  

Psychiatric presentation Yes  No  

Index   

Previous admissions   

If yes, total number?  

Psychiatric Diagnosis on 
discharge/transfer 

 

Stressors/Social issues Yes No 

Previous experience of trauma Physical/ 
Neglect/ Sexual/ Verbal 

  

Family conflict   

Bereavement    

Bullying   

Other – specify  

Family history  Yes  No 

Substances  
If yes, specify mother/family member   

  

History of psychiatric disorder  
If yes, specify  

 

Co-morbid Medical Conditions Yes No 

Epilepsy   

Head Injury   

HIV Status   

Chronic illness -  specify  
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Title: The article’s full title should contain a maximum of 95 characters (including 

spaces). 

https://aosis.co.za/documents/Vancouver_Reference_style_guide.pdf
https://sajp.org.za/index.php/sajp/pages/view/submission-guidelines#part_2
https://sajp.org.za/index.php/sajp/pages/view/submission-guidelines#part_2
https://aosis.co.za/documents/20151118.AOSIS_Publishing_house_style_for_journal_and_book_authors.pdf
https://sajp.org.za/index.php/sajp/pages/view/submission-guidelines#part_5
https://sajp.org.za/index.php/sajp/pages/view/submission-guidelines#part_5


  

Abstract: The abstract, written in English, should be no longer than 250 words and 

must be written in the past tense. The abstract should give a succinct account of the 

objectives, methods, results and significance of the matter. The structured abstract for 

an Original Research article should consist of seven paragraphs labelled Background, 

Aim, Setting, Methods, Results, Conclusion and Contribution. 

 Background: Summarise the social value (importance, relevance) and scientific 

value (knowledge gap) that your study addresses. 

 Aim: State the overall aim of the study. 

 Setting: State the setting for the study. 

 Methods: Clearly express the basic design of the study, and name or briefly 

describe the methods used without going into excessive detail. 

 Results: State the main findings. 

 Conclusion: State your conclusion and any key implications or recommendations. 

 Contribution: What key insights into the research results and its future function 

are revealed? How do these insights link to the focus and scope of the journal? It 

should be a concise statement of the primary contribution of the manuscript; and 

how it fits within the scope of the journal. 

Do not cite references and do not use abbreviations excessively in the abstract. 

  

Introduction: The introduction must contain your argument for the social and scientific 

value of the study, as well as the aim and objectives: 

 Social value: The first part of the introduction should make a clear and logical 

argument for the importance or relevance of the study. Your argument should be 

supported by the use of evidence from the literature. 



 Scientific value: The second part of the introduction should make a clear and 

logical argument for the originality of the study. This should include a summary of 

what is already known about the research question or specific topic and should 

clarify the knowledge gap that this study will address. Your argument should be 

supported by the use of evidence from the literature. 

 Conceptual framework: In some research articles it will also be important to 

describe the underlying theoretical basis for the research and how these theories 

are linked together in a conceptual framework. The theoretical evidence used to 

construct the conceptual framework should be referenced from the literature. 

 Aim and objectives: The introduction should conclude with a clear summary of 

the aim and objectives of this study. 

Research methods and design: This must address the following: 

 Study design: An outline of the type of study design. 

 Setting: A description of the setting for the study; for example, the type of 

community from which the participants came or the nature of the health system 

and services in which the study is conducted. 

 Study population and sampling strategy: Describe the study population and any 

inclusion or exclusion criteria. Describe the intended sample size and your 

sample size calculation or justification. Describe the sampling strategy used. 

Describe in practical terms how this was implemented. 

 Intervention (if appropriate): If there were intervention and comparison groups, 

describe the intervention in detail and what happened to the comparison groups. 

 Data collection: Define the data collection tools that were used and their validity. 

Describe in practical terms how data were collected and any key issues involved, 

e.g. language barriers. 

 Data analysis: Describe how data were captured, checked and cleaned. Describe 

the analysis process, for example, the statistical tests used or steps followed in 

qualitative data analysis. 



 Ethical considerations: Approval must have been obtained for all studies from the 

author's institution or other relevant ethics committee and the institution’s name 

and permit numbers should be stated here. 

Results: Present the results of your study in a logical sequence that addresses the aim 

and objectives of your study. Use tables and figures as required to present your 

findings. Use quotations as required to establish your interpretation of qualitative data. 

All units should conform to the SI convention and be abbreviated accordingly. Metric 

units and their international symbols are used throughout, as is the decimal point (not 

the decimal comma). 

  

Discussion: The discussion section should address the following four elements: 

 Key findings: Summarise the key findings without reiterating details of the results. 

 Discussion of key findings: Explain how the key findings relate to previous 

research or to existing knowledge, practice or policy. 

 Strengths and limitations: Describe the strengths and limitations of your methods 

and what the reader should take into account when interpreting your results. 

 Implications or recommendations: State the implications of your study or 

recommendations for future research (questions that remain unanswered), policy 

or practice. Make sure that the recommendations flow directly from your findings. 

Conclusion: Provide a brief conclusion that summarises the results and their meaning 

or significance in relation to each objective of the study. 

  

Acknowledgements: Those who contributed to the work but do not meet our 

authorship criteria should be listed in the Acknowledgments with a description of the 

contribution. Authors are responsible for ensuring that anyone named in the 

Acknowledgments agrees to be named. Refer to the acknowledgement structure guide 

on our Formatting Requirements page. 

https://www.bipm.org/en/publications/si-brochure/


  

Also provide the following, each under their own heading: 

 Competing interests: This section should list specific competing interests 

associated with any of the authors. If authors declare that no competing interests 

exist, the article will include a statement to this effect: The authors declare that 

they have no financial or personal relationship(s) that may have inappropriately 

influenced them in writing this article. Read our policy on competing interests. 

 Author contributions:  All authors must meet the criteria for authorship as outlined 

in the authorship policy and author contribution statement policies. 

 Funding: Provide information on funding if relevant 

 Data availability: All research articles are encouraged to have a data availability 

statement. 

 Disclaimer: A statement that the views expressed in the submitted article are his 

or her own and not an official position of the institution or funder. 

References: Authors should provide direct references to original research sources 

whenever possible. References should not be used by authors, editors, or peer 

reviewers to promote self-interests. Refer to the journal referencing style downloadable 

on our Formatting Requirements page. 

 Style and format 

 

File format 

 Manuscript files can be in the following formats: DOC, DOCX, or RTF. Microsoft 

Word documents should not be locked or protected. 

 LaTeX documents (.tex) should be converted into Microsoft Word (.doc) before 

submission online. 

https://aosis.co.za/policies#competing_interests
https://aosis.co.za/policies#authorship
https://aosis.co.za/policies#author_contributions_affiliations


 Rich Text Format (RTF): Users of other word processing packages should save 

or convert their files to RTF before uploading. Many free tools are available that 

will make this process easier. 

Length 

Manuscripts should adhere to the author guidelines of the journal. There are restrictions 

on word count, number of figures, or amount of supporting information. 

  

Font 

Use a standard font size and any standard font family. 

  

Special characters 

Do not use the font named ‘Symbol’. To add symbols to the manuscript, use the Insert 

→ Symbol function in your word processor or paste in the appropriate Unicode 

character. Refer to our AOSIS house style guide on mathematical and Unicode font 

guidelines. 

  

Headings 

Ensure that formatting for headings is consistent in the manuscript. Limit manuscript 

sections and sub-sections to four heading levels. To avoid confusion during the review 

and production process, ensure that the different heading levels used in your work are 

visually distinct from one another. The simplest way to achieve this is to use different 

font sizes and/or a combination of bold/italics for different heading levels. 

  

Keywords 

Identify eight keywords that represent the content of your manuscript and are specific to 

your field or sub-field. Test your keywords: when you enter your keywords into the 

various journal and academic databases like Google Scholar, do the results include 

papers similar to your topic? If not, revise the terms until they do. 

  

Layout and spacing 

Manuscript text should have a 1.5 line spacing. 



  

Page and line numbers 

Include page numbers and line numbers in the manuscript file. Use continuous line 

numbers (do not restart the numbering on each page). 

  

Footnotes 

Footnotes are not ideal. If your manuscript contains footnotes, move the information into 

the main text or the reference list, depending on the content. 

  

Language 

Manuscripts must be written in British English, according to the Oxford English 

Dictionary (avoid Americanisms [e.g. use ‘s’ and not ‘z’ spellings], and set your version 

of Microsoft Word default language to UK English). Refer to the AOSIS house style 

guide for more information. 

  

Abbreviations 

Define abbreviations upon first appearance in the text. Do not use non-standard 

abbreviations unless they appear at least three times in the text. Keep abbreviations to 

a minimum. 

  

Illustrations 

Illustrations fall into two categories: 

 Figures: Photographs, drawings, diagrams, graphs, flowcharts, maps, etc. 

 Tables and/or Boxes: Text and/or numbers arranged in orderly columns and 

rows. 

Every time a Figure, Table and/or Box is presented in your manuscript, it should be 

referred to three times: 

 In a legend, which includes a number, a title, and its source. The legend is 

placed below a Figure and above a Table and/or Box. The source section should 

consist of the in-text citation, creator or owner and its year of creation, and any 



other attribution required as stipulated by the permission received (person and 

place) to reproduce. 

 In the body of your written manuscript. You should include an in-text citation and 

a sentence or two about the image explaining what it illustrates and why it is 

there. 

 As a reference entry within your reference list. 

  

AOSIS house style 

The manuscript must adhere to the AOSIS house style guide. 

  

References 

 

Referencing style guide 

The manuscript must adhere to the Vancouver referencing style. 

  

Permission to use copyright material 

 

The following information will assist you in understanding your responsibilities and in 

requesting permission to reproduce copyrighted material in your work. All permissions 

granted must be submitted to the journal together with your manuscript, and you must 

ensure that a clearly written source accompanies the work. 

  

Your responsibilities 

As the author, you are responsible for obtaining permission and paying any fees to use 

the third-party copyrighted material that your manuscript contains. 

  

Material that will need clearance 

Content not in the public domain or freely available to use under a license such as a 

creative commons license will require clearance. It includes the use of photographs, 

https://aosis.co.za/documents/20151118.AOSIS_Publishing_house_style_for_journal_and_book_authors.pdf
https://aosis.co.za/documents/Vancouver_Reference_style_guide.pdf


figures, maps, tables, cartoons, advertisements, epigraphs and quotations that are over 

the limits referred to under ‘Modification/adaptation of figures and tables’. 

  

Web material 

Image or text material on the Web may not be the intellectual property of the site 

hosting it. You must always identify the original copyright source and obtain explicit 

permission. Take particular care with photographs obtained from websites, blogs, 

Google image searches, YouTube, Wikimedia, etc. 

  

Material previously published by you or your colleague 

Check the contract with the other publisher to see whether, and under what conditions, 

the material can be reused in this AOSIS publication. If in any doubt, permission must 

be obtained. 

  

Images of, or information about, identifiable individuals 

It is your responsibility to obtain consent from patients and other individuals for the use 

of information, images, audio files, and video clips from which they may be identified. 

Bear in mind the following points: 

 Masking a person’s eyes is not an adequate or acceptable means of rendering 

an image anonymous. 

 People may still be recognizable to individuals or their families, even if 

head/shoulders are not included. 

 People may recognize themselves from clinical descriptions or case reports. 

Modification/adaptation of figures and tables 

Use the original figure as first published where appropriate. However: 

 No clearance is required if you create figures or tables using factual data from 

copyrighted material. 



 No clearance is required if, after you have created a single figure or table using 

data from two or more figures or tables, no single source comprises more than 

75% of the new figure or table. 

 No clearance is required if, after you have created a new figure or table by 

adding your own data to an existing figure or table, your data comprises more 

than 25% of the new figure or table. 

 Clearance is required if you create a figure or table using parts from two or more 

third-party sources, and each part contains more than 75% of the content of the 

original figure/table part. 

Quotations 

For prose, permission is required for single quotations of over 400 words or multiple 

quotations from the same source that cumulatively total more than 800 words. But note 

that, even if below these limits, permissions must be cleared for quotations that 

represent the ‘heart of the work’ or a substantial portion of the overall original source 

material. 

  

Clear before you submit your final manuscript 

Permissions must be cleared before the final version of your manuscript is submitted for 

publication. If permission cannot be obtained, you should find an alternative or remove 

the material. Provide electronic copies of all consent forms obtained when you submit 

your final manuscript, numbered and named accordingly. 

  

Ethical considerations 

 

This section should include the statements of compliance with standards of research 

involving either animal or human involvement. If your study involves human subjects 

and/or animals, and if your manuscript includes case reports/case series, you need to 

provide the following: 

 Authors must provide the name of the ethical approval committee/Institutional 

Review Board they have obtained consent from and approval number/ID. 



 Authors should specifically mention if a waiver was obtained for the study and the 

reason for the waiver. They should confirm that the study was conducted in 

accordance with Helsinki Declaration as revised in 2013. 

 Authors must state that written informed consent was obtained from the 

participants of the study (and the relevant document(s) must be provided when 

requested by the journal). If verbal informed consent was obtained, the reason(s) 

for the absence of written consent must be provided. 

 For case reports/case series involving minor subjects/children/infants, authors 

should confirm that the statements of written informed consent from legally 

authorized representatives/parents/guardians are available; if verbal informed 

consent was obtained, reasons for this must be mentioned. 

 Since patients have a right to privacy, identifying information (including patients’ 

images, names, initials, or hospital numbers) should not be included in 

recordings, written descriptions, or photographs unless the information is 

essential for scientific purposes. In any case, written informed consent from the 

patient must be obtained for publication of these graphics in print and electronic 

form. If such consent has not been obtained, personal details of patients in any 

part of the paper and in any supplementary materials (including illustrations) 

must be removed before submission. 

 

 Acknowledgements structure 

 

Acknowledgements 

The acknowledgement section follows the conclusions section and addresses formal, 

required statements of gratitude and required disclosures. It includes listing those who 

contributed to the work but did not meet authorship criteria, with the corresponding 

description of the contribution. Acknowledge anyone who provided intellectual 

assistance, technical help (including with writing and editing), or special equipment 

and/or materials. Authors are responsible for ensuring that anyone named in the 

Acknowledgements agrees to be named. 



  

Also provide the following, each under their own subheading: 

 Competing interests 

 Author contributions 

 Funding information 

 Data availability statement 

 Disclaimer 

Competing interests 

This section should list specific competing interests associated with any of the authors. 

If authors declare that no competing interests exist, the article will include a statement to 

this effect. Read our policy on competing interests. 

 

Author contributions 

All authors must meet the criteria for authorship as outlined in the authorship policy 

and author contribution statement policies. 

 

Funding information 

All research articles should have a funding acknowledgement statement included in the 

manuscript in the form of a sentence under a separate heading entitled ‘Funding 

information’. The funding agency should be written out in full, followed by the grant 

number in square brackets. 

 

Data availability statement 

All research articles should have a data availability statement included in the manuscript 

in the form of a sentence under a separate heading entitled ‘Data availability statement’. 

 

Disclaimer 

A statement that the views expressed in the submitted article are his or her own and not 

an official position of the institution or funder. 
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